Globally, childhood undernutrition continues to be a major public health concern, with an estimated 165 million children classified as stunted and 51.5 million suffering from acute malnutrition. Childhood undernutrition increases the risk of childhood morbidity and mortality, impairs cognitive development and adult productivity, and may also increase the risk of certain diseases in adulthood. Approximately 875,000 deaths, or 12.6% of all deaths in children under the age of five, can be attributed to acute malnutrition [1] . Improving nutrition is a global priority, with the objective of eliminating world hunger by 2030 included in the 2015 United Nations Sustainable Development Goals [2] .
groups evaluating the C-OTP program have reported recovery rates as high as 79% in a much smaller study in southern Ethiopia and 62% in northern Ethiopia [7, 8] . Both of these studies were retrospective cohort studies using the patient cards kept by the local C-OTP. A review of government-run CMAM programs in Malawi, Zambia, and Ghana showed national recovery rates at outpatient therapeutic centers of 90%, 80%, and 73%, respectively [9] . In Burkina Faso, a pilot CMAM program run by the Red Cross was effective, with a recovery rate of 86.5% for SAM; however, efforts to transition and integrate the program into the existing national health care infrastructure were less successful: a lack of resources and advocacy were barriers to sustainability [10] .
Among these studies, the prospective design and verification of anthropometric measurements, RUTF distribution, and other metrics by independent data collectors is unique to Tadesse's important study in Nutrients. This rigorous design allowed for verification of the accuracy of recorded C-OTP data and did not limit the investigators to the information collected on patient cards. The authors are to be commended for critically examining the C-OTP program and for disseminating their results, for it is only through critical analysis that problems can be identified and solutions to these problems developed. For example, the authors identify a need for improved distribution of supplies such as RUTF and antibiotics, and for strategies to reduce sharing and selling of RUTF as specific areas to target for improvement. However, simply identifying this information is not enough: the next step must be using this knowledge to make substantive changes. Then, the process of evaluation can begin anew.
Today, the question facing home-based therapies for acute malnutrition is no longer whether they are effective; it is how to best expand and integrate CMAM into the primary health care system so that every child has access to potentially life-saving care. The evidence presented by Tadesse et al. [6] shows that doing this while maintaining the high recovery and low mortality rates which we know are possible will be a challenge. However, it is one that can be met in part by following the example of these authors and continuing to identify and share our failures along with our successes.
